OBJECTIVES:
To describe associations between long-term anatomic and subjective outcomes and post-operative genital hiatus measurements following pelvic reconstructive surgery involving apical suspension.
MATERIALS AND METHODS:
This is an IRB-approved sub-analysis of a previously reported, cross-sectional, two cohort study. Subjects 3-7 years following prolapse repairs, including uterosacral ligament suspension (USLS) or robotic sacrocolpopexy (RSC) were candidates for enrollment. Long-term POP-Q measurements and subjective outcomes were obtained through clinical examinations and completion of PFDI-20, PISQ-12 and PFIQ-7 questionnaires. Surgical 'success' was defined as the absence of a symptomatic bulge or any retreatment for prolapse. Objective 'success' was defined as Pelvic Organ Prolapse Quantification (POP-Q) exam at or above -1. For analysis, genital hiatus (GH) measurements were classified as either abnormal (!4 cm) or normal (<4 cm). Association of GH with subjective and objective success, as well as scores on the validated questionnaires was identified using Fisher's Exact, Chi-square, and Mann-Whitney rank sum tests as appropriate. RESULTS: In total, 184 subjects were included in the analysis with 154 completing long-term POP-Q exams. The median time to follow-up (min, max) was 59 months (34, 89); 97.8% were white. Success following surgery was high, with subjective success achieved in 161 (87.5%), and objective success in 142 (92.2%) subjects. There was no significant difference in success rates when comparing USLS and RSC. The majority, 80%, underwent a posterior repair (PR) during their index surgery. Median pre-surgical GH (min, max) was 4 cm (1.5, 15), while follow up GH was 3 cm (1, 7). Overall, 121 (67.2%) subjects had a pre-surgical GH !4 cm, and 21 (13.6%) had a follow up GH !4 cm. For those having an abnormal GH at follow-up, failure (either subjective or objective) was seen in 37.5% (N¼6) if they received PR and 80% (N¼4) if they had not (p¼.149). Among the 12 objective failures, 9 (75%) subjects were found to have an abnormal GH (p<.001). When evaluating scores on validated questionnaires and GH size at follow-up, there was no significant differences in post-operative pain, bowel symptoms or dyspareunia (p¼.251, p¼.136, p¼.448, respectively) . CONCLUSION: A post-operative genital hiatus !4 cm may be associated with recurrence of pelvic organ prolapse. Furthermore, PR appears protective against long term recurrence. Reassuringly, those undergoing PR did not describe higher levels of pain. Therefore, it may be reasonable to recommend correction of the genital hiatus during prolapse repair with apical suspension, regardless of the reconstructive approach. OBJECTIVES: To describe outcomes of early surgical repair after obstetric anal sphincter injury (OASIS) wound breakdown.
We retrospectively reviewed medical records of consecutive women diagnosed with early perineal wound complications after primary repairs of OASIS at a single academic center between 9/2013 and 1/2018. All women received care at a specialized perineal clinic staffed by urogynecologists. Cases were identified using the following CPT codes; 57308 (transperineal fistula repair), 56910 (repair of perineum), and 46750 (repair of anal sphincter). Surgeries were performed by 3 fellowship-trained and board-certified female pelvic medicine and reconstructive surgeons. Electronic medical records were reviewed for demographic and medical information including delivery and postpartum care details. Postoperative complications were defined according to the ClavienDindo Classification. Patients were followed through the first 3 postoperative months. RESULTS: Eighteen cases of secondary surgical repair within the first 8 weeks after delivery were identified. Mean AE age at delivery was 35 AE5 years, and 72% (13/18) were white. The majority (16/18, 88.9%) were primiparous. Fifty percent had spontaneous vaginal deliveries, and 50% had forceps-assisted vaginal deliveries. Mean AE SD infant weight was 3,378 AE 541 grams. Just over half (10/18, 56%) suffered third degree tears, while 8/18 (44%) had fourth degree lacerations. Median (IQR) time to evaluation in specialty clinic was 10 days (IQ 5.3, 52.5) postpartum, and all were diagnosed with wound breakdown. Six (33.3%) had concomitant perineal infections and were treated with 7 days of amoxicillin/ clavulanate and metronidazole. Seven (38.9%) patients had rectovaginal fistulas, and of these, only two were in the setting of infection. Median (IQR) time from diagnosis of wound complication to operative revision was 19 days (12, 27). Patients did not have any bowel preparation prior to surgery. 17/18 (94%) underwent overlapping external anal sphincteroplasty with perineorrhaphy; 7 (41%) also had repair of rectovaginal fistulas. One patient underwent perineorrhaphy only. All were discharged the same day of surgery. Patients took 7 days of amoxicillin-clavulanate and metronidazole and were educated on perineal wound care after surgery. One week after surgery, 4 patients (22%) had ClavienDindo grade I complications (urinary retention, n¼2, and superficial wound separation, n¼2), and 1 had a grade II complication (wound infection with superficial breakdown requiring antibiotics and packing). Three months after surgery, all patients had excellent anatomic outcomes. CONCLUSION: Early repair of perineal wound breakdown after OASIS is safe and feasible with excellent anatomic outcomes.
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:
Christina Lewicky-Gaupp: Nothing to disclose; Meera Tavathia: Nothing to disclose; Maggie Mueller: Nothing to disclose; Sarah Collins: Nothing to disclose; Kimberly Kenton: Nothing to disclose. 
OBJECTIVES:
To describe the effect of patient and physician factors on utilization trends and short-term outcomes of robotic versus laparoscopic surgery for endometriosis in New York State. MATERIALS AND METHODS: Using the Statewide Planning and Research Cooperative System (SPARCS) database, an all-payer administrative system on all hospital discharges in New York State, we identified patients undergoing minimally invasive surgery with a diagnosis of endometriosis from 2009 to 2016. Primary outcomes of interest were facility type, surgeon characteristics, patient demographics, and complications. Pearson chi-square, Mann-Whitney U test, and logistic regression analyses were performed. RESULTS: In a total cohort of 9,871 patients who underwent surgery for endometriosis, 49% of cases were performed utilizing a minimally invasive approach (35% conventional laparoscopy and 14% with robotic assistance). While the total number of surgeries has decreased by as much as 50% over the course of eight years, the proportion of cases done by a minimally invasive approach has almost doubled; 36% to 60%. There was a threefold increase in the number or robotic cases while the number of laparoscopic cases declined by 35%. The percentage of procedures performed robotically was significantly higher among female surgeons and younger physicians. On a multivariate analysis surgeon's age remained a significant predictor of the type of minimally invasive surgery performed. Over 60% of all robotic cases were performed in New York City and Finger Lakes Area, 95% of which were performed at teaching affiliated institutions. A significantly higher percentage of patients in the robotic group were white and privately insured. No difference in complication rates were observed between the two groups irrespective of physician gender, surgical volume, experience or practice setting. Patients who underwent laparoscopic surgery were more likely to have a prolonged hospital stay than those who underwent robotic surgery. Prolonged stay was also noted among surgeons with a low surgical volume. Robotic cases had higher 30-day re-admission rate compared to cases done laparoscopically. CONCLUSION: Close to 60 percent of surgical procedures for endometriosis in New York State is performed using a minimally invasive approach. While numerous studies show no improvement in perioperative outcomes with robotic platform utilization, the number of robotic procedures in New York has increased over time in particularly among younger, less experienced surgeons. Surgeon gender does not appear to influence the type of the approach. No difference in complication rates were observed between the two groups.
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